in the Hispanic community providing a wide array of community health and social service activities based on bilingual/communication skills, bicultural and ethnic identification with the target population, and familiarity with local referral resources . They have been an important link between mainstream care and more community-based health care practices among underserved minority populations in the Southwest United States since the 1980s (Warrick, Wood, Meister, & De Zapien, 1992) , as well as among Mexican-origin individuals at the U.S.-Mexico border .
The key to the success of CHAs is their knowledge of the nuances of language and the culture among Hispanic populations (Rhodes, Foley, Zometa, & Bloom, 2007) , which allows them to interpret terminology, symptoms, and the patient's worldview to providers. In this role, CHAs provide a bridge between patients and providers in finding a common understanding of the medical problem. This type of understanding can bring a more acceptable solution.
Although CHAs have been effectively used to promote behavioral change at the individual level in Hispanic community settings in the United States , limited data are available for the delivery of BI for drinking and related problems in a clinical setting. Moreover, there are few studies utilizing CHAs in the ER, most of which are focused on how to reduce ER visits and hospitalizations (Burns, Galbraith, Ross-Degnan, & Balaban, 2014) . The adoption of SBIRT protocols, mandated by the American College of Surgeons Committee on Trauma, to require Level 1 trauma centers to provide SBIRT to all patients (Committee on Trauma, 2006) provides a unique opportunity for utilizing the skills of CHAs, particularly within Mexican communities.
SBIRT studies have primarily trained practitioners (e.g., physicians, nurses) to deliver BI for substance use problems. Project ASSERT began training CHAs under a demonstration grant from the U.S. Center for Substance Abuse Treatment in 1994 at Boston City Hospital (E. . Because this approach has proven effective but was not tested exclusively on Hispanics/ Latinos, the authors of this article partnered to implement a SBIRT with Brief Motivational Intervention with CHAs trained in working with a Latino population. The present article describes the training process of CHAs that successfully implemented a SBIRT with brief motivational intervention (BMI). Described here are the instructional curricula, training methods, ongoing support and supervision, advantages and challenges in the delivery of an intervention by CHAs, lessons learned in the process of developing competencies, monitoring adherence to protocol, and evaluating outcomes associated with CHAs delivery. Detailed information on the randomized control trial, patient demographics, and specific results of the intervention can be found elsewhere (Cherpitel et al., 2013; Cherpitel et al., 2016) .
Development of the Training Curricula for CHAs
The Public Health Institute subcontracted the Alliance of Border Collaboratives (ABC) to identify and recruit CHAs for the project. ABC, a nonprofit institution located in El Paso, Texas, has a long history of working with CHAs in the Mexican American community (Ramos & FerreiraPinto, 2002) .
Formative Phase
One important consideration in providing BMI is the sensitivity this behavior change model to an individual's cultural beliefs and values (Cherpitel, Bernstein, Bernstein, Moskalewicz, & Swiatkiewicz, 2009) . Studies have shown that understanding cultural differences, drinking patterns, and culturally sanctioned drinking behaviors are key elements for successful intervention strategies among ethnic minorities (Meyers, Brown, Grant, & Hasin, 2017) . The development of training materials was informed by the literature on SBIRT as well as focus group data (E. Bernstein et al., 2007; Cherpitel et al., 2009 ). The Public Health Institute and Texas Tech University Health Science Center conducted the institutional review board review and approval.
Because a BMI had not previously been studied among Mexican-origin populations, two focus groups were conducted with individuals who met screening criteria for at-risk drinking to explore the context, motivations, and barriers to changing drinking behaviors. The focus group's findings were useful in adapting instruments and protocols as well as developing training materials, including case studies for the initial practice sessions of the training.
The SBIRT Study
The institutional review board also approved the randomized controlled clinical trial of SBIRT among Mexican-origin young adults aged 18 to 30 admitted to an ER who screened positive for at-risk and/or dependent drinking. Following informed consent, eligible patients were assessed on the quantity and frequency of usual drinking, and alcohol-related problems at baseline, 3 months (Cherpitel et al., 2013) and 12 months postenrollment to determine effectiveness of the intervention. Patients were randomized to receive assessment only, or assessment with intervention. Patients were given the option of being interviewed in either Spanish or English (Cherpitel et al., 2016) . Those randomized to the intervention group were introduced to a CHA who initiated the intervention. The intervention generally took place while the patient was waiting for treatment. Emergency treatment was always given priority so as not to disrupt the care of the patient. Interventions were audio taped with the patient's consent.
Selecting CHAs
The CHAs were recruited based on their experience as advocates, bilingual/bicultural skills, ethnic identification with the target population, practical experience with Mexican-origin young adults, and potential for a strong identification with the goals of the BI project (see Figure 1 ).
Eligibility criteria included that CHAs be of Mexican origin, fluent in English and Spanish, credentialed as certified CHAs by the State of Texas, and longtime residents of El Paso, TX. All CHAs had received training through standardized academic courses from El Paso Community College as part of their certification program; they also received on-the-job training in providing a BMI after an intensive 2-day initial training program.
Training CHAs to Provide a Brief Motivational Intervention
Addressing the training needs of CHAs was a salient component of the intervention's success. To accomplish the desired changes in how the CHAs could serve the Mexican-origin community at risk of alcohol abuse, a range of interrelated, comprehensive procedures were initiated that included the following: (a) establishing standards for training and standardized implementation of the SBIRT intervention and (b) developing capacity strategies for the CHAs related to on-the-job training and career development.
Prior to initiation of the study, CHAs were trained in BMI by research study staff from the Boston University Schools of Medicine and Public Health, experts in the area of the SBIRT, and in study protocols and logistics of implementing the study in the ER by the research team. The BMI was based on a brief negotiated interview (BNI; E. Bernstein et al., 2007) that was adapted for the medical setting and integrated the elements of motivational interviewing and readiness to change (Mauriello, Johnson, & Prochaska, 2017) . The BNI, designed to take about 15 to 20 minutes to complete, is essentially a conversation about behavior and choices that is patient oriented and builds self-efficacy utilizing the patient's existing strengths and resources to facilitate positive behavior change. The BNI consists of the following elements: (a) engagement in which the CHA establishes a relationship of empathy and trust through respectful and culturally competent interaction and asking the patient for permission to discuss alcohol use; (b) an opportunity for the CHA to provide the patient with information about his/her drinking compared with established limits for nonhazardous drinking, and asking for patient feedback; (c) use of a "readiness" ruler to assess willingness to change; and (d) development of a menu of options for behavior change, a cooperative activity in which the patient takes the lead and the interventionist facilitates exploration of the benefits and challenges of each strategy, ending with the patient selecting specific actions.
The training curriculum included the use of (a) a brief slide show describing evidence for the efficacy of SBIRT; (b) videos demonstrating intervention skills with simulated patients; (c) scripted scenarios for practicing skills; (d) pocket-sized plastic cards with screening guidelines, a graphic display of typical drinks and the intervention algorithm; and (e) a website designed for independent learning (E. ). The BNI materials were adapted for use in El Paso based on information obtained from the focus groups, including two new videos developed specifically on BNI for Mexican-origin young adults.
Two days of training were provided for the CHAs, during which time they were exposed to didactic materials related to the components of intervention, and use of the readiness to change ruler and the decisional balance worksheet (Sobell & Sobell, 1998) . Based on information from the initial assessment during recruitment into the study, patients were asked their readiness to change on a scale of 1 to 10 on the readiness ruler. This information was then provided to the CHAs who had been trained to use the readiness ruler to help direct their strategy for interaction with the patients.
A decisive component of the training was the opportunity to role-play common situations in the ER. Practice with simulated patients occurred, followed by a debriefing session where problems encountered were discussed. The role-play was a significant learning tool, as the practice sessions were videotaped and individually discussed with the CHAs regarding his/her experience, technique, empathy, feedback, resistance, and familiarity with the process. An important component of the training was proof of competence. Videotapes were scored, using a system tested in a previous trial with multiracial and multiethnic youth in a pediatric ER (J. Bernstein et al., 2010) . The instrument measures two components: ability to complete all the elements of the protocol and ability to demonstrate basic elements of motivational interviewing: empathy, respect, shared agenda, and use of specific reflective listening skills that facilitate change talk. CHAs were required to score above 80% before being allowed to interact with ER patients.
Following the role-play with simulated patients-but still within the training program-the CHAs practiced BNI on patients in the ER. Written permission to practice and record CHA practice of interviewing skills sessions was obtained from the patients prior to the practice. Training continued until consistent above 80% competence was demonstrated. The CHAs' ability to evaluate their own interactions with patients was an essential part of improving competencies.
Ongoing Support and Monitoring of the CHAs
While patients have the right to hold CHAs and their supervisors accountable, CHAs also have the right to know to whom they should turn for questions beyond their competence. While the CHAs' initial training was more than adequate to gain knowledge and skills to begin the SBIRT protocol implementation, ongoing technical assistance and retraining was required throughout their involvement in the project. ABC provided the ad hoc technical assistance with hands-on supervision via the CHA coordinator, whose supportive role included monitoring interactions with patients on site. The CHA coordinator was skilled in how to provide feedback and support to CHAs. Additionally, experts from Boston University had trained the CHA coordinator on how to provide feedback on specific BMI interactions. This form of quality assurance and supervision capacity building enhanced the CHA coordinator performance.
Boston University experts convened meetings to discuss issues in implementing the intervention. The research team provided additional feedback via review of recorded sessions to evaluate the quality of the intervention. The BI sessions were audio-taped with patient consent. Personnel at Boston University Schools of Medicine and Public Health reviewed the taped sessions, and scored them according to adherence protocols (Academic ED SBIRT Research Collaborative, 2007) in order to assess content and assure fidelity to the intervention. It was important for the CHAs to ascribe to the principles of fidelity to intervention protocols to avoid deviations. The review of the CHA tapes allowed the CHA Coordinator and other team members to evaluate intervention integrity and fidelity and to identify themes raised by patients, informing what was working or not within the population.
Discussion
The feasibility of SBIRT in the ER setting had initially been demonstrated through Project ASSERT, which has developed best practices in this setting (E. Bernstein et al., 2007) . Research on SBIRT for substance abuse has accumulated over the past decade, and its application to various health care and nontraditional settings is gaining acceptance (E. Bernstein, Topp, et al., 2009 ). The curriculum used for training the CHAs in the present study was adapted for use among 18-to 30-year-old Mexicanorigin adults and was based on Project ASSERT. An 18-month study of BI demonstrated successful utilization of CHAs to effect positive change in drinking behaviors among a population of young adult Mexican-origin patients in the ER at the U.S.-Mexico border. At the 12-month follow-up, while improvement was found in quantity and frequency of drinking for all patients, those receiving an intervention from CHAs showed significantly greater improvement compared with those who did not receive the intervention (Cherpitel et al., 2016) . This study is now part of the broader literature demonstrating significant, positive impacts of CHA-based services, and for BMI interventions in targeted populations (Cherpitel et al., 2016) .
Also of interest to this study was whether interventions initiated by CHAs would result in better quality of care for patients. Patients' personal experience with the CHAs, elicited after the intervention and at the two follow-up points, was overwhelmingly positive. They credited the CHAs with improved management of their alcohol use, identified their visit to the ER as an "eye opener" to their drinking, and welcomed the intervention received at the time of the ER visit. Patients felt empowered to make decisions about their drinking, avoiding alcohol, and risk-taking behaviors associated with alcohol. During follow-up assessment telephone calls by study interviewers at 3 and 12 months, patients stated that connecting with the CHAs allowed them to open up and share personal experiences.
Study findings showed positive intervention effects and improved quality of care for patients, yet the project also faced challenges. At the onset of the study the main challenge for CHAs was gaining the respect of the professionals working in the ER. Trust was achieved through CHAs demonstrating professionalism and establishing a respectful relationship with staff and patients. While clinical staff were initially apprehensive of CHAs presence in the ER, and were unsure of their "place" within the system, continued information and inclusion of the clinical staff throughout the process helped nurture the relationship between the CHAs and the clinical staff during the course of the study. At the conclusion of the study, ER nurses were asked about their perceptions of changes brought about by the CHAs and were quite positive about these changes (Cherpitel et al., 2016) . Many of the nurses acknowledged that patients seen by CHAs were more cooperative and compliant. Nurses also reported they themselves learn from CHAs intervention: they felt they became more aware of patient perceptions of the service provided during a time that is stressful for the patients; in addition, nurses utilized the CHAs' expertise to overcome language and cultural barriers with their patients, improving the number and quality of services available to the patients (Cherpitel et al., 2016) . Other clinical staff complimented the CHAs on the professionalism, knowledge, and helpfulness they demonstrated in the clinical setting.
The location of patient recruitment, assessment, and intervention changed throughout the course because the busy academic ER was undergoing renovation. This necessitate both flexibility and adjustment in order to meet protocol needs and protect patient privacy. The changing ER space and routine posed many challenges to CHAs as they went about preparing to intervene with the patients. During renovations, CHAs competed for highly valued treatment spaces, and dealt with relocating patients in the middle of the intervention if the space was needed to conduct an urgent medical procedure. These difficulties were surmounted with continued on-the-job training on how to retain the integrity of the study in multiple spaces. Additionally, regular staff meetings presented the opportunity to brainstorm the best way to adapt to these changing situations.
Concerns have been raised related to integrating CHAs into the delivery of health care and allowing them to undertake the full range of roles and responsibilities of which they are capable (Balcazar et al., 2011) . The emerging workforce of community health workers in the United States does not have a national standard for training or certification, although some states, such as Texas, have set such standards. Because of this, questions arise for employers, insurers, funders, third-party payers, and consumers regarding the competence of the CHAs and the value of their services. Standardized on-the-job training, systematic technical assistance, and support can help assure the high level of competence demonstrated in this project (Escajeda, 2016) . The lessons learned from the use of CHA in emergency department may be relevant to research focused on other public health problems presenting in emergency department, such as injury prevention and violence, sexually transmitted infections or HIV, and mental health.
In light of the constraints of the ER staff and limited resources available to facilities treating ethnic minorities, CHAs are a stable core of dedicated, experienced personnel with community contacts, who, with training in a specific substance abuse intervention, can educate and motivate patients to reduce their drinking. The question of whether the benefits justify the added cost of the CHAs cannot yet be answered by available data but is an important topic for future research on the role of CHAs in hospital-based programs.
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